A 15-month-old male presented with a one-day history of acute onset, continuous oscillating movement of his right eye. He had received his one-year immunizations four days prior and had a four-day history of a febrile viral respiratory tract infection. Pregnancy was unremarkable. He had severe iron deficiency anemia (MCV 66, Hb 65) and was developmentally delayed, as he was unable to stand independently and was non-verbal. His head circumference was 49 cm (95th percentile) and his weight was at the 25th percentile. On physical examination, continuous horizontal large amplitude pendular nystagmus of the right eye at a frequency of 3-4 Hz was observed. No nystagmus was observed in the left eye, even on funduscopic examination. The child could fixate targets in all four quadrants with both eyes independently, and could fixate and track small objects with both eyes independently suggesting no significant visual field defect or visual loss. Dilated funduscopic examination was normal, extra ocular movements were full, pupils were equal and reactive and there was no relative afferent pupillary defect. The remainder of the neurological examination was normal. There was no head bobbing or anomalous head position and no stigmata of neurofibromatosis type 1. Magnetic resonance imaging of the brain (Figure) demonstrated a 2 cm x 1.6 cm x 1.2 cm suprasellar enhancing mass involving the optic chiasm, hypothalamus, mamillary bodies and superior pituitary stalk. There was no extension into the pituitary fossa or the optic nerves and no ventricular enlargement. A biopsy of the mass was 
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A 15-month-old male presented with a one-day history of acute onset, continuous oscillating movement of his right eye. He had received his one-year immunizations four days prior and had a four-day history of a febrile viral respiratory tract infection. Pregnancy was unremarkable. He had severe iron deficiency anemia (MCV 66, Hb 65) and was developmentally delayed, as he was unable to stand independently and was non-verbal. His head circumference was 49 cm (95th percentile) and his weight was at the 25th percentile. On physical examination, continuous horizontal large amplitude pendular nystagmus of the right eye at a frequency of 3-4 Hz was observed. No nystagmus was observed in the left eye, even on funduscopic examination. The child could fixate targets in all four quadrants with both eyes independently, and could fixate and track small objects with both eyes independently suggesting no significant visual field defect or visual loss. Dilated funduscopic examination was normal, extra ocular movements were full, pupils were equal and reactive and there was no relative afferent pupillary defect. The remainder of the neurological examination was normal. There was no head bobbing or anomalous head position and no stigmata of neurofibromatosis type 1. obtained and revealed histology consistent with a low-grade pilocystic astrocytoma (World Health Organization (WHO) grade 1), consistent with a diagnosis of chiasmal glioma. Acute onset acquired monocular pendular nystagmus is a rare occurrence in childhood. Multiple small case series suggest the differential diagnosis includes chiasmal, suprachiasmal or third ventricular tumours, spasmus nutans or acute visual loss. 1 In a series of 24 children with monocular nystagmus, five had chiasmal gliomas, one had a craniopharyngioma, and seven were diagnosed with spasmus nutans after normal electrophysiology, neuroimaging and ophthalmologic exam. 1 In another series monocular nystagmus was the presenting sign of a chiasmal glioma in nine out of ten patients under ten months-of-age. 2 The majority of optic pathway gliomas in childhood are low grade pilocytic astrocytomas and are commonly associated with neurofibromatosis type I. 3 The mechanism of monocular nystagmus in chiasmal gliomas remains unclear but is likely secondary to acute visual loss, which is difficult to assess in infancy. Acquired and congenital visual loss of other etiologies have also been reported to result in monocular nystagmus. 4 A report of unilateral nystagmus as a presenting sign of thalamic glioma suggests that monocular nystagmus can occur posterior to the optic chiasm. 5 Vertical monocular nystagmus has also been reported to be associated with chiasmal glioma. 6 Spasmus nutans is a benign, self-limiting rare disorder comprised of a triad of nystagmus, head nodding and a head tilt typically occurring between the ages of 6-12 months. The nystagmus is bilateral, low amplitude and pendular with horizontal, vertical or torsional component. However, it may be asymmetrical and appear monocular. Clinically it may be difficult to differentiate between spasmus nutans and an optic pathway glioma. In a series of 11 patients between 4 and 14 months-of-age, where six had chiasmal gliomas and four had spasmus nutans, there was no significant difference in clinical and ophthalmologic examination between the two groups. 7 In older children and adults, demyelinating disease, brainstem infarction and diffuse axonal injury have been reported to cause dissociated nystagmus. 8 This case highlights the importance of neuroimaging in all cases of acquired monocular nystagmus in infancy to rule out neoplastic etiologies.
